Cataracts secondary to chronic anterior uveitis in children are ideal indications for lensectomy. In these eyes the pupil is very small and occluded. In addition, the anterior lens capsule is frequently coated by iris pigment and exudate, and the cornea clouded by band keratopathy and keratic precipitates. These pathological changes have, in the past, combined to make removal of cataract technically difficult and hazardous. Multiple operations on an already damaged and inflamed eye represented a considerable risk, even when prophylactic subconjunctival corticosteroids were given after the completion of surgery.
Lensectomy enables the surgeon to achieve better access to the lens by enlarging the pupil, and enables all lens material together with the posterior and anterior capsules to be removed. The eye usually recovers quickly with minimal reaction.
Traumatic cataracts are usually soft and can be removed very easily by lensectomy. This technique is particularly useful in cases where a mixture of lens material, vitreous, and blood are present.
It is important to note that lensectomy is not a substitute for intracapsular extraction of senile cataract, as it is impossible to aspirate hard nuclear lens matter into the cutting port. Should this technique be tried in eyes with hard cataracts, serious complications such as loss of lens nucleus into the vitreous cavity and severe corneal damage are likely to result. I Paper read to Sectron of Ophthalmology, II May 1978 Complications of aphakia Our experience to date indicates that a vitrectomy instrument is the least traumatic and most effective apparatus for removing abnormal vitreous structures and membranes from the anterior segment of the eye.
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Secondary membranes fol1owing ocular trauma or extracapsular extraction may become very dense and intimately related to formed vitreous, which provides the scaffold on which they are able to grow; they frequently persist in obstructing the pupillary aperture in spite of repeated attempts to remove them by conventional methods. They can usually be removed with vitrectomy instruments although a second instrument, such as a Ziegler's knife or scissors, may also be necessary to cut the membranes before they can be fed into the aspiration port and removed.
Vitreous loss: Vitrectomy is performed at the time of accidental vitreous loss, and involves the removal of a sufficient amount of anterior vitreous to ensure that the iris fal1s back freely to its normal position and there is no residual vitreous in the anterior chamber. Anterior vitrectomy can also be performed in order to prevent an unplanned loss of vitreous in eyes that have a high risk of vitreous loss, such as those undergoing extraction of subluxated lenses or aphakic eyes undergoing keratoplasty. A planned and control1ed vitrectomy at the beginning of surgery will ensure that vitreous does not herniate into the anterior chamber during the procedure.
Vitreous touch causing endothelial decompensation and bullous keratopathy can be treated by anterior vitrectomy, provided that irreversible endothelial damage has not already occurred (Ryan & Michels 1977) .
Vitreous incarceration into the corneal wound may result from inadequate management of vitreous loss at the time of anterior segment surgery. This may result in persistent cystoid macular oedema (Irvine-Gass syndrome). When the vitreous is also adherent to the iris the pupil may become updrawn and a low grade anterior uveitis and vitritis result. In selected cases in which cystoid macular oedema has persisted for over a year, an anterior vitrectomy can be performed and the vitreous strands that are incarcerated into the cataract wound removed and the pupil refashioned (Aaberg 1977) .
Pupil block glaucoma in aphakia can be treated by anterior vitrectomy should other measures prove unsuccessful.
Haemolytic and phacolytic glaucoma in which the trabecular meshwork is obstructed either by the breakdown products of haemoglobin and erythrocyte cel1ular debris in an aphakic eye (haemolytic glaucoma), or by large macrophages associated with retained cortical lens material fol1owing extracapsular extraction (phacolytic glaucoma), can be treated by anterior vitrecto my should medical therapy fail.
Cystic epithelial downqrowths and fibrous downgrowths can be excised with vitrectomy instruments.
